since the operation, passing into the soleus muscle. It was now nearly two years since it was done, and occasionally she had pain. He thought the periosteum had been damaged, because when handling it in a recent state he could feel grits of bone all along the origin of the muscle. His opinion was that the condition occurred more frequently as a result of sprain than was usually thought. The other point of interest was as regards Mr. Bowlby's advice as to treatment. He agreed with him entirely as to the policy of rest in the early stages. Vigorous and prolonged massage had been productive of harm in more than one case to his knowledge.
Mr. MAKINS, in reply, said he thought the President's comments in regard to the name " myositis ossificans " were well justified. In the microscopic section which he (Mr. Makins) showed there was absolutely no trace of bone to be found in the muscle; the mass of bone was surrounded by the soft connective tissue, which might be the successor of the blood-clot; at any rate, the tissue occurred where the blood-clot was, and the marginating muscle was not invaded.
Mr. BOWLBY, in reply, said he agreed that the condition had nothing to do with myositis; it was connected with injury of the periosteum. He believed there would not be the formation of bone in most cases if it were not for the vigorous treatment they often received in these days of massage and forced movements. He thought it probable that in one of his cases the formation of bone was entirely the result of that.
The PRESIDENT (Mr. Rickman J. Godlee), in reply to Mr. Bowlby, reminded that gentleman of the case of the little boy he had mentioned, with a fractured elbow, who was put into splints for four weeks, and there was so much stiffness that re-breaking was necessary.
Large Congenital Diverticulum of the Bladder treated by
Resection.
By JAMES BERRY, F.R.C.S. C. B., AGED 21, a labourer, was admitted to the Royal Free Hospital on November 18, 1904, complaining of recent heematuria. Three years before admission the patient first noticed a lump in the lower part of the right abdomen; it came and went several times, disappearing after urine had been passed. Three weeks before admission he was playing football and thinks he strained himself. Two days later he first noticed blood in the urine, for which he consulted Dr. Pegg, of Reigate. The haeenaturia lasted two or three days and then stopped. Dr. Pegg examined him carefully and thoroughly, and not being satisfied as to the cause of the hematuria sent him first to the Reigate Hospital and then to the Royal Free Hospital, where he was admnitted under my care.
He was a pale but -otherwise healthy-looking youth. When examined under an anesthetic, a large rounded, soft swelling was found in the right iliac fossa and extending thence up into the right loin. Although he had passed water shortly before the examination, nevertheless as much as 37 oz. of urine were withdrawn by catheter. A sound passed into the bladder deviated markedly to the right. The urine had a specific gravity of 1020, was very slightly alkaline, and contained a good many pus cells and some oxalate of lime and triple phosphate crystals. The patient also informed us that his mother had told him that when he was a very small boy he used to hold his water for a very long time, even a day or two, and then pass a very large quantity.
The diagnosis at this time was slight cystitis, probably connected with a pouched or dilated condition of the bladder of uncertain origin. He was sent back to Reigate and instructed to draw his water off with a catheter three or four times daily, and to report himself again in three months' time. During this time Dr. Pegg looked after him, and the water was drawn off regularly. On February 28, 1905, he was readmitted to the hospital and his condition was found to be much the same as before. On March 4 he was again examined under an anesthetic; 17 oz. of residual urine were withdrawn by catheter. Three pints of boracic lotion were injected into the bladder and the abdominal tumour reproduced to its full extent. It was then found to extend upwards in the middle line as far as 1 in. above the umbilicus and on the right side to within 21 in. of the costal margin.
Transversely it extended to within 1 in. and 2 in. respectively of the right and left anterior superior iliac spines ( fig. 1 ). A silver catheter having been passed into the bladder, a rectal examination was made and the prostate found to be much higher up than normal. It was unusually small and much flattened. A cystoscope was then passed, and on its entrance into the bladder the same marked deviation to the right that had been observed on the previous occasion was again noticed. High up on the left side of the anterior surface of the bladder a large dark oval aperture in the bladder wall was seen. Only a part of the circumference of the opening could be seen; its margin was smooth and well defined. A careful search failed to reveal more than one ureteric orifice. It seemed clear that the patient was the subject of a large diverticulum which was seldom, if ever, completely emptied. The symptoms thus seemed to be fully accounted for. As the patient was young and otherwise healthy, and as drainage of the bladder by catheter had been given a fair trial without success, it was decided to do an exploratory operation with the view of removing the pouch, if possible.
On March 5, 1905, a long median incision was made through the lower abdominal wall and the bladder freely exposed. The peritoneum was high up, and was not interfered with, the operation being wholly extraperitoneal. It was at once seen that the bladder consisted of two nearly equal parts, each about as large as a normal bladder. The lower and anterior one occupied most of the true pelvis, and had a tough fibrous wall in which very little muscular tissue could be seen. The posterior sac had a very thick muscular wall, and lay above and behind the other, constituting the tumour that had been felt before the operation. The anterior sac was then freely opened, and 41 oz. of fluid withdrawn from it. The opening between the two sacs was then clearly seen. It was as large as a five-shilling piece, and admitted five fingers easily. Posteriorly the sac had a somewhat conical projection, which passed down on the left side of the rectum, and was rather firmly attached to the coccyx. Removal of the sac, chiefly by blunt dissection, was then begun. When the posterior surface had been reached it was found that the left ureter, dilated to the size of a little finger, opened into this sac on its posterior surface. The original plan of removing the whole sac was therefore modified. A more or less triangular portion of the wall, including the orifice of the ureter and the large opening into the main portion of the bladder (fig. 2 ) was left in situ, and all the rest of the sac, shown in this jar ( fig. 3) , was cut away. The triangle of sac wall was then sewn up with a continuous catgut suture, so as to form a conical tube, 21 in. long, leading from ureter to bladder. As the whole of the sac and the lower end of the ureter had been freely separated from their posterior connexions and drawn well forwards, the suture presented no special difficulty. The only really troublesome part of the operation was the separation of the sac from the coccyx, because of the depth at which the parts lay. Heemorrhage was but slight, and caused no trouble whatever. The abdominal wound was left widely open, with two large rubber drainage tubes passing into it. A large rubber drain was also inserted into the bladder through a median perineal incision.
The patient made an excellent and uneventful recovery. The temperature remained practically normal throughout, the highest being '100.20 F. on the day after the operation. No extravasation or leakage took place, and the wound healed aseptically. On the sixth day after the operation the granulating abdominal wound was closed by secondary suture of fishing gut. On the fifteenth day the perineal tube was discontinued, but for a few days longer the urine was drawn off by a catheter passed through the perineal wound. Three weeks after the operation the patient returned home to the care of Dr. Pegg. On June 7, six weeks after the operation, he came up to the hospital to report himself. He was in good health, and the bladder was found to contain only 4 oz. of residual urine. On October 30, 1906, he was seen again, and found to be in excellent health, and able to do his work as a labourer. I have not seen him again until to-day, when he has come up from the country, that you may see him and judge for yourselves of his condition.
He now tells me that he is in excellent health and has no urinary trouble at all. In the daytime he micturates every three or four hours, and he very rarely gets up at night to do so. I venture to record this case on account of its rarity, as I have not been able to find a precisely similar one recorded elsewhere. Mr. John Pardoe has kindly drawn my attention to an excellent paper by Dr. Hugh H. Young, of Baltimore,' on "The Operative Treatment of Vesical Diverticula, with Report of Four Cases." A bibliography of the literature is given, together with a short account of the cases of excision of a diverticulum by Pean, Czerny, Riedel, Pagenstecher, and von Eiselsberg, besides his own three cases in which this method of treatment was adopted.
The chief points of interest in mv case seem to be (1) The large size of the cyst.
(2) Its congenital nature, shown by the existence of urinary symnptoms in early childhood, the absence of any acquired obstruction in the urethra which would have led to the formation of such a pouch, and the opening of the left ureter into the pouch far away from the bladder.
(3) The dilatation of the left ureter, which was not due to any stricture at its vesical orifice, since a probe could be (and was) readily passed into the ureter.
It was apparently due to the absence of muscular fibre in the wall of the pouch into which the ureter opened, thus permitting the intravesical pressure during micturition to be transmitted directly to the ureter.
The operation itself presented no difficulty of any importance, and does not seem to require further comment.
Centimetre scale.
FIG. 3.
Photograph of the pouch after removal: the front wall has been cut away. The interior was smooth, the dark areas being dua more to redness of the mucous membrane than to shadow. (Reduced .) Royal Free Hospital Museum, Series xxv, 5a.
DISCUSSION.
Mr. SWIFT JOLY said he had a case under his care suffering from a somewhat similar condition, the specimen of which he showed. It was a case of total extirpation of the sacculus.
Patient, a male, aged 51, messenger, was admitted into St. Peter's Hospital on January 15, 1910, complaining of difficulty of micturition. He states that as long as he can remember he had a weak stream, and always took longer to pass his water than other people. In 1901 he had pain along the left groin, for this he consulted a doctor, who passed a catheter. Up till this time his urine had been perfectly clear, but about a week after this consultation it became turbid and he had scalding during the act of micturition. Since then he has been constantly under treatment for cystitis, which, however, has steadily got worse.
Present condition: Patient has to pass water every hour by day and night. Difficulty in micturition, stream slow and weak, straining. Scalding pain in penis and perineum during the act. Never had retention. Patient has had five attacks of haematuria during the last eighteen months, has passed clots irregular in size and shape. No stricture. Prostate normal in size, soft and elastic. Above the prostate the bladder can be felt bulging into the rectum, soft and not indurated. Urine: Residual, Sxiii; total quantity passed in twenty-four hours, 3xxxv; acid; albumin present, no sugar; urea, 1 per cent.; deposit of pus and blood-cells. Cystoscopy: It was only with great difficulty that the bladder could be washed clear; distension, txxiv; on introducing the cystoscope there appeared to be only about 3x or txii of lotion in the bladder. General cystitis. No intravesical projection of the prostate. The right ureter is displaced rather over to the right, the left is nearly in the middle line. Above and to the left of the left ureteric orifice is the opening of a large sacculus; this appeared to be large enough to admit a cedar pencil. Surrounding this opening, except at its lower part, was a polypoid mass of very cedematous mucous membrane. The left ureter protrudes into the bladder, and, when an efflux occurs, its lower end can be seen to be dilated. Abdomen: The bladder can be felt, even when empty, as a tumour rising just above the pubis under the right rectus. The displacement to the right becomes more marked when it is distended.
Operation, January 19, 1911: A vertical median suprapubic incision was first made, later the left rectus was divided transversely 1J in. above the pubes. The peritoneum was stripped back from the left side of the bladder and from the sacculus, which was found to fill almost completely the left side of the pelvis. The sacculus was next freed from the lateral wall of the pelvis to which it was bound down by strong adhesions. A large vein was torn near the spine of the ischium, which gave rise to very troublesome hbemorrhage. To control this the wound was partially plugged with gauze.
The bladder was next opened, and the finger introduced into the opening of the sacculus.
The wall of the latter was incised about J in. from the opening into the bladder, and the incision was then carried round this opening, leaving a small portion of the sacculus attached to the lateral wall of the bladder.
The left ureter was found to be greatly thickened and occupied a deep groove in the posterior wall of the sacculus, from which it was stripped with some difficulty.
The opening in the bladder wall was closed with a continuous catgut suture, both the pelvis and bladder were drained, and the wound partially closed.
Convalescence was very slow, the suprapubic sinus remaining open for some time. This sinus tracked round the bladder and opened into that viscus at the site of the old opening of the sacculus. Four months later the bladder was again opened, and the edges of the sinus were freshened and drawn together with interrupted catgut sutures. After this the wound headed soundly.
The sacculus was somewhat pear-shaped, the narrow end being below. On its right lateral wall at the junction of the upper and middle thirds was the opening into the bladder. It was about half as large again as the bladder itself, and could easily contain an orange. A microscopic section of the wall showed three distinct layers of muscular fibres, a well-marked submucous tissue, and a lining membrane of transitional epithelium.
He considered that Mr. Berry's case was the most successful instance of extirpation of the bladder which he had seen or read of in literature. Ten or twelve cases had been reported, and Mr. Pardoe had had one which had not been reported yet. The two cases which had just been narrated completed the total number. He thought his own case was a congenital one, even though the patient was now 51 years of age. The microscopical section showed three distinct areas of muscular tissue, and there was normal mucous membrane. The patient had had some symptoms referable to the bladder for the greater part of his life. Other authors described cases in which there were three distinct layers of muscular tissue, and they also had classed them as congenital. Whether that was so must be left for future investigation.
Mr. PAUL B. ROTH desired to mention a third case of the kind, one which was under the care of Sir Frederic Eve at the London Hospital, in 1909. He thought that was certainly congenital, because the right kidney was lying in the right iliac fossa.
The PRESIDENT asked if Mr. Berry would explain the difference in the relationship of the ureter to the cysts, supposing them both to be congenital. The ureter in Mr. Berry's case went into the sacculus, and in the other case passed behind it.
Mr. BERRY, in reply, said he was much interested in hearing of Mr. Joly's case. It was, however, not quite of the same kind as his own, as the opening of the ureter was in the bladder, not in the pouch itself. Other cases had been recorded in which the ureter opened into the sac, but in these it was unusually close to the main opening into the bladder. The ureteric orifices could easily. be drawn into the pouch as the latter developed; but in his case the orifice of the ureter was so far from the mouth of the pouch that he did not think it could have been merely drawn into it. He expressed his gratitude to those who had mentioned other cases. Another point in which Mr. Joly's case differed from his own was that the orifice of the pouch was small. The Inguinal Method of Radical Cure for. Femoral Hernia. By C. H. FAGGE, M.S. MULTIPLICITY of operative methods for the cure of any surgical lesion indicates either that a similar degree of success may be obtained in different ways, or that thinking surgeons who follow up the after-results of their cases become dissatisfied with the want of success which has resulted from that method, which up to then they had regarded as the best, and so are led to originate a new procedure or to modify their former operation. I think we shall be of one mind in agreeing that the latter is unfortunately the true explanation of the many operations described as radical cures for femoral hernia. Lotheissen1 writes how he-dissatisfied with the usual methods, such as those of Fabricius,
